conjuncti9n with the clinical picture and the progress of the'individual case. The reports of the prognosis of these cases, however, are still conflicting and therefore unsatisfactory.
Many of the tests depend on the rate of excretion of a chemicl constituent of the blood or urine, e.g., urea, creatinine, water, etc., and, as Inight be expected, the results of various tests on the same patient are often remarkably uniform. Van Slyke's standard urea clearance test observes this principle and is deservedly popular, especially in adults where one can be reasonably certain of obtaining accurate samples of urine. In children, however, the collecting of specimens of urine is difficult, and it is probably true to say that the renal excretion tests in children are of less value than in adults.
In 1925, Addis introduced a method of assessin'g renal function by counting the cellular constituents of the urinary sediment. He evolved a standard technique and his results showed that he was able to detect a-bnormalities in renal function which were not apparent by the more usual excretion tests. In this way he was able to estimate the prognosis in cases of acute haemorrhagic nephritis (1931) . The Addis count has also been found to be of value in assessing th* renal damage in other diseases, e.g., erythema nodosum (Wallgren, 1939) , rheumatic fever (Goldring and Wykroff, 1930; and Nathhorst, 1940), pneumonia (Goldring, 1931) and scarlet fever (Lyttle, 1933) . Addis (1925) standardized his technique as follows. Fluids were. withheld during the afternoon and evening. At 8 p.m. urine was passed and discarded. Thereafter all urine passed until 8 a.m. was collected, that is, a twelve-hour specimen. The volume was measured. Ten ml. of the urine were then taken * This work was carried out during the tenure of a Muirhead Scholarship. and, after centrifuging, reduced to a known volume, usually about 1 ml. which contained all the cellular elements of the 10 ml. of urine. Using a haemocytometer, the number ofcasts and cells (red cells and white cells along with epithelial cells) in the twelvehour specimen of urine was estimated. The amount of protein in the urine was also measured by a modification of the method of Shevky and Stafford (1923) Lyttle, 1933; Snoke, 1937; Cass, 1939; Murphy and Rastetter, 1938; Gachet, 1941; and Murphy and Peters, 1942 The Addis counts were repeated at regular intervals after dismissal; in thirty-nine cases they returned to normal, but in five cases the red cell count has remained raised, indicating that the renal lesion is still present although possibly latent. It was found that in the thirty-nine cases the shortest time taken for the Addis count to fall below the upper limit of 600,000 was twelve weeks, the longest time fifty-two weeks, and the average time sixteen weeks. This average time is rather less than that given by Rubin and his co-workers (1942) who, taking an upper normal limit of 1,000,000 (Soto, 1942) , found that this level was reached after seventeen weeks.
It was *seen that thirty-six of the forty-four patients were dismissed from hospital within eleven weeks of the onset of the disease. As Since then, except for an occasional haze of albumin, the urine has remained clear. There has been no evidence of renal failure (see table 5 ). It was suggested by Snoke (1937) and Gachet (1941) that recovery should not be considered to be complete until the Addis count had been normal on numerous occasions for at least one year. In the present series, 153 of the 218 cases had had normal Addis counts for more than one year and six cases for more than eight months. There had been no evidence of relapse in these cases. It can therefore be said that when the Addis count returns to normal and remains so on several examinations, the renal lesion has healed and that a relapse is unlikely.
Summary and Conclusions A description of the Addis count of the urinary sediment is given. The normal limits for casts, red cells, and white cells in the twelve-hour specimen of urine are defined. The red cell Addis count is thought to give as much information as the cast or white cell count in children. In the twelve-hour specimen a total excretion of 600,000 red cellt is given as the upper limit of normal.
Using the routine renal function tests as well as the Addis count, 218 cases of acute haemorrhagic nephritis were examnined; 174 were investigated after the acute attack had subsided, and forty-four were followed throughout the course of the illness.
Forty-one of the 218 cases were found to be in a latent stage, and in twenty-five of the forty-one the raised Addis count was the only sign of a persisting renal lesion.
In each of the forty-four cases, which were under observation from the onset of illness, the Addis count was raised on dismissal from hospital, and in thirty-eight was the only indication of renal damage at that time. The Addis count (red cell) returned to normal within an average of sixteen weeks in thirty-nine cases, but in five has remained above the -600,000 level.
It is suggested that the Addis red cell count gives a better indication of the prognosis in acute haemorrhagic nephritis than any other test of renal function and that it should be more frequently employed in assessing the prognosis in individual cases.
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